towards day-case care increases, there will have to be some redeployment of nurses towards services outside the hospital. The problem of recruiting sufficient numbers of suitably qualified nurses to meet the rise in demand might be solved by offering flexible hours of working in the community.
Many important clinical advances owe their inspiration to the observations, ingenuity and technical innovations of doctors in the wars, whose courage and skills have been dedicated to the demanding task of the urgent, life-saving surgery of trauma.
In the words of its first Charter, the Royal Society of Medicine is dedicated to 'the cultivation and promotion of physic and surgery and of the branches of science connected with them'. This objective is achieved through the Society's various Sections representing a wide spectrum of specialization, functioning autonomously, yet coordinated within a single fellowship of professional colleagues who create a natural climate for healthy discussion in sectional and interdisciplinary meetings. Following the recent symposium 'Falklands Islands Campaign -Medical Lessons' held at the Royal College of Surgeons of England under the aegis of the United Services Section (Marsh 1983) , it is appropriate now to attempt to place these lessons in perspective and against the background of those already learned during the sobering experience of recent military and urban warfare.
That experience has emphasized the growing importance of the multidisciplinary team approach to casualty management, in which the anaesthetist is often the key figure, responsible for resuscitation, postoperative intensive care and often triage, in addition to his operating-theatre role.
There is, however, no common casualty pattern, the nature of the injury being determined by the character of the warfare, the type of weapon and the influence of the immediate environment. Urban and guerrilla warfare have been characterized by complex and bizarre wounds with head injuries often predominating, while the effects of explosions in closed compartments, fires caused by missile fuels and the toxic products of combustion produced the burns and pulmonary complications which dominated the casualty pattern of the recent war at sea. This diverse and changing picture demands special knowledge and skills from those who are called to treat the casualties of war, and implies an ongoing programme of research and training which, in turn, require adequate funding and manpower.
Where these have been available, the results have been impressive. For instance, Rich and his colleagues, on the basis of experimental work carried out in the American Army, began repairing arteries during the Korean war and reduced the overall amputation rate following arterial injuries to 12.9% (Rich et al. 1970 ), compared with an amputation rate of 49% following arterial injuries in the Second World War. During the war in Vietnam the introduction of central venous pressure monitoring, using a subclavian line, and routine blood-gas analysis proved life-saving by ensuring adequate tissue 'Based on presentation to symposium held by the Section of Anaesthetics, 3 June 1983 0141-0768/84/040265-03/$Ol1.00/0 perfusion and early correction of acid-base imbalance, but it was the direct result of years of painstaking laboratory research by Hardaway on hypovolaemic shock and disseminated intravascular coagulation (Hardaway 1966) .
In the United Kingdom, research by Army surgeons, particularly Scott (1975 Scott ( , 1976 and Owen-Smith (1976) , has delineated the extent of the damage caused to various body structures by modern missiles of both high and low velocity, the effects of even small increases in intracranial tension and the damage caused by shock waves, conducted through columns of blood, to vessel walls far removed from the site of injury. Results of such research carry obvious implications for surgical management, which have been translated by Belfast colleagues into clinical advances. They include more thorough surgical exploration, more radical excision (Kennedy & Johnson 1975) and careful monitoring of intracranial pressure using the intracranial transducer devised by Gordon and his colleagues (Byrnes et al. 1974 ).
In the Royal Navy, Hampton (1971) investigated the bronchospasm and pulmonary oedema exhibited by men trapped in the smoke-filled compartment of a ship; while electronmicroscopy studies at Porton Down (Pattle et al. 1973 ) provided better information on the mechanism by which pulmonary irritants produce oedema. These observations formed the basis of a research project by Beeley and his colleagues which led to the victims of smoke inhalation in burning Falklands ships receiving an immediate intravenous injection of 2 grams of methyl prednisolone (Beeley 1983 ). Cortisone dramatically reduced the incidence of pulmonary complications which had been experienced by Israeli tank crews, following similar blast and fire in closed compartments, during the 1974 desert war (Levin & Bornstein 1974) . Finally, Golden's long years of research into hypothermia, its manifestations and treatment, found practical applications among land forces in the Falklands conflict (Golden & Hervey 1981) .
There are numerous other illustrations, on both sides of the Atlantic, which demonstrate the importance of adequate investment in relevant research into the mechanisms, prevention and treatment of injuries which can save lives, conserve manpower and improve operational efficiency. Section meetings of this nature should therefore seek to identify problem areas and act as a springboard for further research. But they should also ensure that advances are identified and made known, for that is the fundamental objective of this Society.
In the past, lessons have been learned only to be forgotten, then relearned through painful experience in the succeeding campaign. From the fourteenth to the sixteenth century, English surgeons taught and practised the simple aseptic surgical techniques they had learned from military surgeons in the medical schools of Salerno and Bologna (Watt 1983) following practical experience in the Crusades. Scrupulous personal and operating cleanliness was observed, haemostasis was secured by pressure, styptics or ligature, and missiles and foreign bodies were removed. The wound was thoroughly cleansed, washed with wine, which acted as an antiseptic, and allowed to dry. Its edges were then abraded, closed by simple suture and covered with a balsam dressing. Injured bowel was washed and sewn with a furrier's stitch. Even inhalational anaesthesia was usedthe soporific sponge of Nicholas of Salerno, brought to England in about 1200 by Gilbertus Anglicus (Garrison 1917 ). Yet, under the influence of Renaissance academics, all this was discarded in favour of insanitary Arabist procedures until Spencer Wells, in the latter half of the nineteenth century, drew upon his naval experience to reintroduce aseptic techniques into his London operating theatres. It was followed by a dramatic fall in the mortality rate (Shepherd 1965) .
By the end of the seventeenth century, English naval surgeons -Clowes, Woodall and Moylehad already established the different depths of a burn wound and the need for adequate fluid replacement by sterile water. They used refrigerants and cold water as first-aid measures, and practised early surgical debridement and enzymatic debridement when the coagulum began to separate. They recognized the need for nontoxic dressings and the importance of mobilization and massage, with attention to nutritive diet in the convalescent period (Watt 1976) . It was all forgotten. Lead in the eighteenth century, picric acid in World War I and tannic acid in World War II were the toxic local applications which contributed to a high burns mortality not seen in earlier centuries. Delayed wound closure was practised by George MacKay in HMS Agamemnon in the battle before Sebastapol in 1854 (Watt 1977) , where chloroform anaesthesia was used for the first time in ships of the Black Sea Fleet (Parliamentary Papers 1857). It had to be relearned in both World Wars and, again, in the Korean war, while primary suture with its inevitable infective sequelae was a feature of Argentinian surgery in the recent Falklands conflict.
Triage was first proposed by Wilson in 1846, who argued that immediate lifesaving surgery could only be provided for severely injured casualties if treatment for slight injuries was deferred and only palliative measures given to those whose injuries were likely to prove fatal. It was not until the Second World War, however, that his proposals were generally adopted.
In 1916, Cecil Wakeley, then a young naval surgeon, treated severely burned patients from the Battle of Jutland by intravenous and subcutaneous fluid replacement, exposure of the burns to air, early skin grafting without fixation and 'Vaccines for resistant infections (Ash & Wakeley 1916) . They were principles which had to be relearned in the Second World War. Indeed, we are only now beginning to recognize the importance of vaccines in combating antibioticresistant infections.
And so, building upon the lessons of the past, we come together to debate the experiences of the present, already passing into history. For the sake of our successors, let us make sure we draw the right conclusions.
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